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National age-of-consent laws and adolescent HIV testing in sub-

Saharan Africa: a propensity-score matched study
Britt McKinnon® & Ashley Vandermorris®

Objective To estimate the association between legal age of consent and coverage of human immunodeficiency virus (HIV) testing among
adolescents in countries with high HIV-burden.

Methods We analysed data from adolescents aged 15-18 years, who participated in Demographic and Health Surveys or AIDS Indicator
Surveys between 2011 and 2016, in 15 sub-Saharan African countries. To improve balance in the distribution of measured individual- and
country-level characteristics, we used propensity score matching between adolescents in countries with more versus less restrictive age-
of-consent laws (< 15 years versus > 16 years). We estimated the percentage of individuals who self-reported that they have done an HIV
test in the past 12 months and compared the differences in such testing rates among adolescents exposed to lower versus higher age-of-
consent laws. We also investigated effect modifications by sex and age.

Findings Legal age of consent below 16 years was associated with an 11.0 percentage points higher coverage of HIV testing (95% confidence
interval, Cl: 7.2 to 14.8), corresponding to a rate ratio of 1.74 (95% Cl: 1.35 to 2.13). HIV testing rate had a stronger association with lower
age of consent among females than males. The testing rates differences were 14.0 percentage points (95% Cl: 8.6 to 19.4) for females and
6.9 percentage points (95% Cl: 1.6 to 12.2) for males (P-value for homogeneity = 0.07).

Conclusion This study provides evidence to support the recent World Health Organization's recommendations that countries should
examine current laws and address age-related barriers to uptake of sexual and reproductive health services.

Abstracts in G H13Z, Francais, Pycckuii and Espafiol at the end of each article.

Introduction

In 2017, an estimated 1.8 million adolescents were living with
human immunodeficiency virus (HIV)/acquired immunodefi-
ciency syndrome (AIDS) globally." Of these, 1.5 million (84%)
HIV-infected young people live in sub-Saharan Africa, where
AIDS is the leading cause of death among people aged 15-19
years.” Most HIV-infected adolescents acquired HIV through
mother-to-child transmission and were not diagnosed during
infancy. Others were infected through sexual contact; injecting
drugs; or through HIV transmission in health-care settings
(e.g. blood transfusions).” In 2017, girls aged 15-19 years in
sub-Saharan Africa were nearly three times as likely to be
newly infected with HIV than adolescent boys.! Adolescents
are a group that have been largely left behind in the global
AIDS response and AIDS-related deaths declined between
2000 and 2016 for all age groups except adolescents." How-
ever, this neglected group has recently come into focus and
the global consensus is that scaling up effective HIV/AIDS
prevention, treatment and care for adolescents, especially
girls, is urgently needed.”*

In 2015, the Joint United Nations Programme on HIV
and AIDS and United Nations Children’s Fund launched
the All In To End the Adolescent AIDS Epidemic (All In)
campaign, which focuses on the 25 countries that contribute
to 86% of all new HIV infections in adolescents.’ By the year
2020, the campaign aims to reduce new HIV infections among
adolescents by at least 75%, reduce AIDS-related deaths by at
least 65% and end stigma and discrimination for adolescents
living with HIV. Strategies to achieve these targets focus on
achieving wider access to effective treatment, holistic preven-
tion programmes that combine behavioural, biomedical and
structural prevention strategies and increasing HIV testing

among adolescents. Specifically, the campaign aims for 90%
of adolescents living with HIV to know their status.’

The World Health Organization (WHO) recommends
HIV testing and counselling, with linkage to prevention,
treatment and care, for all adolescents living in generalized
epidemic settings, defined as countries where HIV prevalence
is consistently over 1% among pregnant women.” However,
according to recent data for eastern and southern Africa, only
an estimated 23% of girls and 16% of boys aged 15-19 years
report being tested for HIV and receiving the result in the
past 12 months.? Well-researched barriers to adolescent HIV
testing and counselling include difficulties in accessing testing
services, fear of discrimination and family reaction and fear
of a positive diagnosis and AIDS-related illness or death.” In
some countries, adolescents also face legal and policy barriers
to HIV testing and counselling, in particular those related to
requirements for parent or guardian consent to access HIV
testing and counselling services.® Restrictive age-of-consent
legislation is acknowledged as a potential barrier to HIV test-
ing among adolescents and there is an increasing interest to
review and reform age-of-consent laws.>’

According to a review of age-of-consent laws in African
countries, 19 of the 33 countries had clear national laws sup-
porting independent HIV testing and counselling for people
younger than 18 years.” Most African countries set the age of
consent at 16 or 18 years; however, some countries like South
Africaand Uganda permit independent access to HIV testing
and counselling services as early as 12 years of age.” The intent
of policies on age of consent is to protect youth minors; yet,
requiring parental consent to access HIV testing and counsel-
ling may be a barrier to such services.*'* In particular, parental
consent requirements may deter young women from accessing
important sexual and reproductive health services, including
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HIV testing and counselling, due to fear
of disclosure or violence.”'"'* Healthy
parental involvement and communi-
cation have been shown to have posi-
tive effects on youth decision-making
around sexual and reproductive health
issues,® however, there is little evidence
to suggest that parental consent fosters
positive parental involvement.”

The review on age-of-consent laws
recommended that countries consider
setting the minimum legal age of con-
sent for HIV testing and counselling to
12 or 14 years of age, but the authors
acknowledge there are little data to sup-
port this recommendation.” Although
several countries in sub-Saharan Africa
have lowered the legal age of consent in
the past decade, little is known about the
impact of these changes. Several stake-
holders have called for more research
to understand the effects of lowering
the legal age to consent to HIV testing
and counselling.”* The objective of this
study was to estimate the association be-
tween legal age of consent and the rates
of HIV testing among adolescents, using
a quasi-experimental approach and data
from 15 sub-Saharan countries.

Methods
Study design and measures

This is a cross-national study to esti-
mate the association between legal age
of consent and coverage of HIV testing
and counselling among adolescents aged
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15-18 years. We used a cut-off of 18
years because individuals older than this
age were eligible to consent to HIV test-
ing and counselling across all countries.
We used a quasi-experimental propen-
sity score matching approach to achieve
balance in the distribution of measured
covariates between countries with more
and less restrictive consent legislation.
We employed this approach expecting
that factors such as national HIV preva-
lence would confound the relationship
between age-of-consent policies and
uptake of HIV testing among adoles-
cents, as countries with higher HIV
prevalence tend to have higher coverage
of HIV testing and counselling. These
countries may have also lowered the
legal age of consent in response to the
country’s HIV epidemic.® By matching
the groups being compared for variables
that might predict the likelihood of ex-
posure to less restrictive age-of-consent
laws, the propensity score approach can
improve control of confounding factors
and reduce bias."

We used nationally representative
household survey data from Demo-
graphic and Health Surveys (DHS) and
Aids Indicator Surveys.”” We included
Sub-Saharan African countries targeted
in the All In campaign’® with at least
one nationally-representative survey,
conducted between 2011 and 2016, that
asked participants whether they had
received an HIV test within the past 12
months. Adolescents aged 15-18 years

and who had not previously given birth
and were not currently pregnant, were
eligible for the study. We set these inclu-
sion criteria as HIV testing is frequently
linked to antenatal care services regard-
less of consent laws.'®

We linked individual-level data
on self-reported HIV testing and other
covariates to information on national
age-of-consent laws for independent
HIV testing and counselling. We ob-
tained information about such laws
from a review conducted in 2011 and
2012.” We also reviewed national policy
documents to ensure each survey data
set were matching the correct legislation
in place at the time of the survey.

Statistical analysis

We used 1-1 nearest neighbour pro-
pensity score matching without replace-
ment and tested different caliper sizes
to ensure that potential confounders
were balanced between adolescents in
the two groups, that is, age-of-consent
policy <15 years versus =16 years.
We identified potential country- and
individual level confounders a priori.
The four country-level variables were:
(i) HIV prevalence: (ii) adolescent fer-
tility rate; (iii) health expenditures per
capita; and (iv) comprehensive HIV
knowledge among youth, and the seven
individual-level variables were: (i) age;
(ii) sex; (iii) marital status; (iv) educa-
tion; (v) rural residence; (vi) previous
sexual activity; and (vii) assets-based

Fig. 1. The estimated propensity scores by legal age of consent to independent human immunodeficiency virus testing and counselling
for the original and matched samples, 15 sub-Saharan countries, 2011-2016
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household wealth. We selected a caliper
size of 0.01 after comparing changes in
mean standardized bias and sample size
(comparison available from the cor-
responding author). Histograms show-
ing the estimated propensity scores by
legal age of consent for HIV testing and
counselling for the original and matched
samples are presented in Fig. 1.

Using the propensity-score-
matched sample, we assessed the as-
sociation between age-of-consent po-
lices and adolescent HIV testing with
logistic regression models. To facilitate
interpretation and reporting of associa-
tions on the absolute probability scale,
we calculated rate ratios (RR) for the
proportion of people tested for HIV in
the past 12 months and rate differences
from average marginal probabilities esti-
mated from the regression coeflicients."”
In this primary analysis we included all
adolescents, since more adolescents in
sub-Saharan Africa have been infected
through mother-to-child transmission
than through sexual contact. Further-
more, the WHO’s recommendations
state that all adolescents should receive
HIV testing and counselling in general-
ized epidemic settings.” We conducted a
second analysis restricted only to those
who reported ever having had sex.

We also investigated whether the as-
sociation between age-of-consent poli-
ciesand HIV testing rates differed by sex
or age (15-16 years versus17-18 years
of age), by including interaction terms
between these variables and the age-of-
consent policy. A y* test for formal statis-
tical comparison of homogeneity of the
estimated RRs and rate differences was
used to assess whether the associations
differed by sex or age.'”® Given the low
statistical power of homogeneity tests,
we considered more liberal P-value cut-
offs of 0.10 to be suggestive of potential
effect modification.”” We accounted all
analyses for clustering at the country
level and conducted the analyses using
Stata version 14.1 (StataCorp LCC, Col-
lege Station, United States of America).

Results

The full sample included 62628 ado-
lescents, of which 39339 were females
and 23289 were males. The legal age of
consent for independent HIV testing and
counselling was <15 years in six of the
countries and >16 years in the remain-
ing nine countries (Table 1). Table 1
also presents estimated coverage of HIV
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testing in the past 12 months for female
and male adolescents. Table 2 presents
characteristics of the sample stratified by
age of consent. The HIV prevalence did
not differ between countries with more
or less restrictive age-of-consent poli-
cies (7.1% in countries with >16 years
as age consent and 6.9% in countries
with <15 years). The two groups were
similar on other characteristics, except
for level of education and rural residence.
In countries with >16 years as the age
of consent, 59% of the adolescents had
some secondary schooling (95% CI: 48
to 69%) versus 36% (95% CI: 28 to 44%)
in countries with <16 years as the age
of consent.

In the propensity score-matched
sample, lower age of consent (< 15 years
versus > 16 years) was associated with a
11.0-percentage point higher coverage
of HIV testing in the past 12 months
(95% CI: 7.2 to 14.8; Table 3). This
difference corresponds to a RR of 1.74
(95% CI: 1.35 to 2.13). There were also
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differences in the coverage of HIV test-
ing by sex and age. Females were more
likely to have been tested for HIV than
males (rate difference: 8.6 percent-
age points; 95% CI: 4.2 to 13.1). As
expected, HIV testing increased with
age, coverage was 9.6 percentage points
higher (95% CI: 7.7 to 11.6) among
adolescents aged 18 than 15 years. In
the analysis restricted to sexually active
adolescents, the rate difference between
lower age of consent versus higher was
similar to the full sample (11.8 percent-
age points; 95% CI: 7.0 to 16.6), while
the RR was slightly smaller (1.52; 95%
CI: 1.21 to 1.83).

Examining variables that could po-
tential modify the association between
legal age of consent and HIV testing
rate showed that the increased coverage
seen in lower legal age-of-consent group
is greater among females than males
(rate difference:14.0 for females and
6.9 for males; P-value for homogeneity:
0.07). Among adolescents who reported

Table 1. Characteristics of the countries and surveys used in the study on national
age-of-consent laws and adolescent human immunodeficiency virus testing, 15

sub-Saharan countries, 2011-2016

Country Survey year(s) Samplesize Legal Estimated % of adolescents
and datasource  (adolescents age of HIV tested for
aged consent prevalence HIVin the
15-18 for HTC, forsurvey past 12 months
years) yearss  year, %" Female Male
Cameroon 2011 DHS 3820 18 4.5 48 56
Cote d'lvoire 2011 DHS 4184 18 36 8.3 5.2
Democratic 2013 DHS 2075 18 09 36 1.3
Republic of
the Congo
Ethiopia 2011 DHS 4346 15 1.3 229 56
Kenya 2014 DHS 6863 15 5.7 311 273
Lesotho 2014 DHS 1699 12 24.7 328 304
Malawi 2015-2016 DHS 5179 13 9.5 237 243
Mozambique 2011 DHS 2730 16 138 9.5 6.6
Namibia 2013 DHS 2025 16 14.1 22.7 15.0
Nigeria 2013 DHS 9114 18 3.1 35 23
Rwanda 2014-2015 DHS 3298 15 3.2 30.0 26.0
Uganda 2011 DHS, 2011 AIS 5394 12 7.3 264 16.6
United 2011AIS 3496 18 54 16.8 13.2
Republic of
Tanzania
Zambia 2013 DHS 5154 16 12.7 25.0 22.1
Zimbabwe 2015 DHS 3251 16 13.9 24.8 21.1

AIS: Aids Indicator Survey; DHS: Demographic and Health Survey; HIV: human immunodeficiency virus; HTC:

human immunodeficiency virus testing and counselling.

¢ \We obtained the data from the World Health Organization.”

© HIV prevalence among adults age 15-49 years.”

¢ For adolescents aged 15-18 years. Estimated from current DHS study sample, proportions are weighted

by probability of selection weights.
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being sexually active, the association
between age of consent and testing rate
by sex was slightly attenuated (P-value
for homogeneity: 0.24). There was no
evidence that associations between age
of consent and HIV testing varied by
age, either in the full or sexually active
sample (P-value for homogeneity: 0.83
and 0.66, respectively; Table 4).

Discussion

This study shows that a lower legal
age of consent to independent HIV
testing and counselling is associated
with an increase in HIV testing rate
among adolescents in high-HIV burden
countries. To date, recommendations
to legally lower the age of consent for
HIV/AIDS services, such as those in the
WHO guidance document’ have been
based on an awareness of the ethical
importance of supporting the notion of
adolescents’ evolving capacities.” Such
a notion has been delineated in the In-
ternational Convention on the Rights
of the Child.** The recommendations
were also based on the recognition of
the pragmatic and psychosocial barriers
to service uptake that age-of-consent
laws may introduce. The results of this
study provide evidence to support these
recommendations.

Age-of-consent laws can be a bar-
rier to adolescents accessing relevant
HIV/AIDS services.'® This study pro-
vides new evidence that a lower legal age
of consent could address this barrier, es-
pecially in countries with more restric-
tive legislation, and increase HIV testing
and counselling uptake. HIV testing and
counselling uptake among adolescents,
in turn, has been associated with lower
incidence of HIV infection over time.”
If, as the findings of this study suggest,
lower age-of-consent laws can be an up-
stream facilitator for improving access
to HIV testing and counselling, such
laws may also potentially indirectly act
to reduce HIV incidence rates.

The results presented here indicate
a stronger association between lower
age-of-consent laws and HIV testing rate
among females than males. Such a find-
ing suggests that lowering the legal age
of consent could have a greater effect on
adolescent girls, who are more affected
by the HIV epidemic. Adolescent girls
are at greater risk, both since they have
a higher biological susceptibility to HIV
infection and because of sociodemo-
graphic characteristics and sociocultural
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Table 2. Sample characteristics by legal age of consent to independent human
immunodeficiency virus testing and counselling, 15 sub-Saharan countries,

2011-2016

Characteristic

Legal age of consent, mean value (95% Cl)

<15yearsn=26779
adolescents

=16 yearsn=35849
adolescents

Individual-level variable
Age, years

16.39 (16.35 t0 16.43)

1641 (16.37 to 16.44)

9% of females 67 (63t0 71) 60 (54 to 67)

% of never married 94 (92t0 97) 92 (88 t0 95)

adolescents

% of adolescents who 36 (28 t0 44) 59 (48 t0 69)

attended secondary school

9% of adolescents residing 76 (69 to 82) 57 (50 to 63)

in rural areas

Household wealth quintile,

%
Poorest 16 (1410 18) 15 (1410 16)
Poorer 19 (16 to 21) 17 (1610 19)
Middle 20 (1810 22) 21(20t0 22)
Richer 22 (2110 24) 22 (21t023)
Richest 23 (1910 27) 25 (22 t0 28)

% of adolescents who ever 28 (21 t0 35) 33 (26 t0 40)

had sexual interaction

Country-level variable

HIV prevalence, %° 6.9(3.2t0 10.5) 7.1 (3.1t0 11.0)

Adolescent fertility rate,
births per 1000 women®
Health expenditure per

capita, PPP in Int$¢

96 (65 to 128)

141 (98 to 184)

117 (106 to 128)

176 (79 to0 273)

Comprehensive HIV 44 (33 t0 55) 32 (21t042)
knowledge among youth,

%d

No. of countries 6 9

Cl: confidence interval; HIV: human immunodeficiency virus; Int$: international dollars.

¢ HIV prevalence among adults age 15-49 years.”’
® Women aged 10-19 years.’
¢ Purchasing power parity in constant 2011 Int$.?

¢ Percentage women and men aged 15-24 years, who correctly identify the two major ways of preventing
the sexual transmission of HIV (using condoms and limiting sex to one faithful, uninfected partner), who
reject the two most common local misconceptions about HIV transmission, and who know that a healthy-

looking person can have HIV.”

Notes: The individual-level variables are weighted values. We obtained survey data for 15 countries,
presented in Table 1, from Demographic and Health Surveys and AIDS Indicator Surveys.

beliefs and practices that deter them
from accessing sexual and reproductive
health services.”® With little evidence on
effective HIV prevention interventions
to protect young women,” this study
provides a potentially important finding
that is well aligned with current efforts to
promote gender equality, as articulated
by sustainable development goal 5.2
This study has several strengths. We
used comparable high-quality data from
the well-established DHS program for
15 of the18 high-HIV burden countries
in sub-Saharan Africa. We relied on a
comprehensive review of age-of-consent
laws conducted by WHO. We employed

Bull World Health Organ 201 8;97:42—50| doi: http://dx.doi.org/10.2471/BLT.18.212993

propensity score matching to minimize
potential confounding by individual-
and country-level factors, including
national HIV prevalence and knowledge
of HIV. Changes in HIV testing uptake
in young people have been attributed to
several factors, including access to test-
ing facilities, perceived attitudes of staff
towards young people and perceptions
around confidentiality.” We therefore
matched factors likely to be influenced
by other policy and programme efforts
that affect access and barriers to HIV
testing and counselling among adoles-
cents, and that may coincide with age-
of-consent laws.
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Table 3. Association between national age of consent and human immunodeficiency virus testing and counselling, 15 sub-Saharan

countries, 2011-2016

Characteristic

HIV testing in the past 12 months

All adolescents (n=30652)"

Sexually active adolescents (n=10561)

Rate difference, percent- RR (95% Cl) Rate difference, percent- RR(95% ()
age points (95% CI) age points (95% ()

Legal age of consent
> 16 years Ref. Ref. Ref. Ref.
<15 years 11.0(7.2to 14.8) 1.74 (13510 2.13) 11.8 (7.0t0 16.6) 1.52(1.21t0 1.83)
Sex
Male Ref. Ref. Ref. Ref.
Female® 86(4.2t013.1) 1.55(1.191t0 1.91) 12.1(8.0t0 16.2) 1.54 (1.30to0 1.78)
Age of respondent
15 years Ref. Ref. Ref. Ref.
16 years 36(221t050) 1.24 (1.14 10 1.34) 23(-14106.0) 1.10 (0.93 to 1.26)
17 years 6.3 (4.7t07.9) 142 (13010 1.53) 5.7 (0.61t0 10.8) 1.24 (1.00 to 1.48)
18 years 96(7.7t011.6) 1.64 (1.451t0 1.82) 8.7(52t012.2) 1.37 (1.19t0 1.56)

Cl: confidence interval; HIV: human immunodeficiency virus; Ref: reference group; RR: rate ratio.

¢ Adolescents aged 15-18 years.
® Never pregnant females aged 15-18 years.

Notes: We obtained survey data from Demographic and Health Surveys and AIDS Indicator Surveys. We formed propensity score matched sample by matching
adolescents exposed to either < 15 or > 16 years of age-of-consent law, on individual, household and national-level characteristics (Table 1), using 1:1 nearest

neighbour matching.

Table 4. Variables modifying the association between legal age of consent and adolescent human immunodeficiency virus testing
coverage, 15 sub-Saharan countries, 2011-2016

Group HIV testing rate in the past 12 months, weighted % (95% Cl)® Difference in testing rate [
Age of consent < 15 years Age of consent > 16 years (95% )

Adolescents (n=30652)

Sex
Female 31.3(2491037.7) 17.3(11.6 10 23.0) 14.0 (8.6t0 19.4) 0.07
Male 188 (12.3t0 25.3) 119 (7.6t0 16.2) 69(1.6t012.2)

Age group
15-16 years 22.8(17.910 27.6) 120 (7.6 to 16.4) 10.7 (7.7 10 13.8) 0.83
17-18 years 289 (12.2t0 22.9) 17.6 (12.2 10 22.9) 11.3(7.0t0 15.7)

Sexually active adolescents (n=10561)

Sex
Female 409 (31.6 10 50.1) 27.0(1821035.9) 13.9(7.810 19.9) 0.24
Male 26.6 (19410 33.9) 17.5(11.3 10 23.8) 9.1 (3.810 144)

Age group
15-16 years 30.2 (22810 37.5) 194 (12.9 10 26.0) 10.7 (64 t0 15.0) 0.66
17-18 years 36.8 (28.51t045.1) 24.5(16.31032.6) 124 (6.1t0 18.7)

¢ Adolescents aged 15-18 years.

b P-value for homogeneity of the differences in coverage. We used ¥’ test.
Notes: We obtained survey data for 15 countries, presented in Table 1, from Demographic and Health Surveys and AIDS Indicator Surveys.

The study also has limitations.
The propensity score analysis does
not account for potential unmeasured
confounding factors. Therefore, there
may be factors related to a country’s
sociopolitical acceptance of adolescent
sexuality and autonomy, which could
influence both the adoption of lower
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age-of-consent laws and uptake of HIV
testing and counselling for reasons
other than age-related legal barriers
to care. For example, in 2014, the East
and Southern Africa Regional Office of
the United Nations Population Fund, in
collaboration with the Africa Regional
Office of the International Planned

Parenthood Federation, launched a
multi-year initiative to scale up adoles-
cent and youth-friendly health services
in the region.”® Recent assessment of
the implementation of such services
revealesd significant variation across
and within countries, however data on
the specific implementation successes

Bull World Health Organ 2018,97:42-50| doi: http://dx.doi.org/10.2471/BLT.18.212993
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or gaps by country are not yet available.
However, youth-friendly health services
could have so far an undetermined re-
lationship with age-of-consent laws and
adolescent HIV testing and counselling
uptake. Potential mechanisms for such
a relationship could be that these ser-
vices enhanced quality of care, improved
provider knowledge of the legal rights
of adolescents, or increased demand
for services.

Another limitation is the reli-
ance on self-reports of HIV testing,
which may be affected by recall and/
or reporting bias.”® HIV testing may
be either over-reported, if being tested
is regarded as the responsible thing to
do, or underreported, if getting tested
for HIV is perceived as admitting to
a socially undesirable behaviour (e.g.
premarital sex).” Evidence on the like-
lihood and possible magnitude of these
two potential reporting bias scenarios
is limited. Although plausible, we have
no reason to believe the tendency to
under- or over-report HIV testing in
a confidential survey would differ sys-
tematically according to age-of-consent
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laws. Furthermore, we note that the 15
countries included in the analysis had
five different legal ages of consent,
varying between 12 and 18 years. From
an analytical standpoint, we were not
able to examine differences among
these different legal ages and elected
to compare laws stipulating <15 years
versus > 16 years. We based this choice
on WHO recommendations to consider
setting the minimum legal age-of-con-
sent for HIV testing and counselling
to 12 or 14 years, as opposed to most
countries that set a minimum legal age
at 16 or 18.” The results in this study
should thus be interpreted as a com-
parison between countries with lower
versus higher legal ages of consent, and
not as a comparison between specific
legal ages.

This study provides evidence that
lowering the legal age of consent to HIV
testing and counselling may be a poten-
tial mechanism for increasing coverages
of HIV testing among adolescents in
high-HIV burden countries. The find-
ings support WHO’s recommendations
that countries should examine current

laws and address age-related barriers to
uptake of sexual and reproductive health
services. Additional research would help
elucidate any negative or unintended
consequences of lowering the legal age
of consent for independent HIV testing
and counselling.

Removing legal barriers represents
one component of a comprehensive
strategy of the All In campaign to tackle
the underlying causes of risk and vulner-
ability among adolescents. This strategy
will help to achieve the campaign’s goals
of significantly reducing new HIV infec-
tions and AIDS-related deaths among
adolescents and ensuring that 90% of
adolescents living with HIV know their
status. Il
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Résumé

Lois nationales relatives a I'age de consentement et dépistage du VIH chez les adolescents en Afrique subsaharienne: étude

fondée sur I'appariement des coefficients de propension

Objectif Déterminer le lien entre I'age 1égal de consentement et la
couverture du dépistage du virus de limmunodéficience humaine (VIH)
chezles adolescents dans des pays a forte prévalence d'infection au VIH.
Méthodes Nous avons analysé les données fournies par des adolescents
agés de 15 a 18 ans dans le cadre de leur participation a une enquéte
démographique et de santé ou a une enquéte sur l'indicateur du
sida entre 2011 et 2016 dans 15 pays d'Afrique subsaharienne. Afin
d'obtenir une répartition plus équilibrée des caractéristiques mesurées
au niveau des individus et des pays, nous avons utilisé un appariement
des coefficients de propension entre les adolescents des pays ou les lois
relatives a l'age de consentement étaient plus restrictives par opposition
aux pays ou elles étaient moins restrictives (< 15 ans contre > 16 ans).
Nous avons estimé le pourcentage des individus qui avaient déclaré
avoir bénéficié d'un dépistage du VIH au cours des 12 derniers mois
et comparé les écarts entre ces taux de dépistage chez les adolescents
exposés a des lois relatives a I'age de consentement moins restrictives
par opposition aux adolescents exposés a des lois relatives a I'age

de consentement plus restrictives. Nous avons également étudié les
modifications des effets en fonction du sexe et de I'age.

Résultats ['age |égal de consentement inférieur a 16 ans a été associé
a une couverture du dépistage du VIH supérieure de 11,0 points de
pourcentage (intervalle de confiance, IC, a 95%: 7,2-14,8), soit un rapport
detauxde 1,74 (ICa 95%: 1,35-2,13). Le taux de dépistage du VIH a été
plus fortement associé a un age de consentement plus bas chez les
femmes que chez les hommes. ['écart des taux de dépistage était de
14,0 points de pourcentage (IC a 95%: 8,6-19,4) chez les femmes et de
6,9 points de pourcentage (ICa 95%: 1,6-12,2) chez les hommes (valeur
P pour I'homogénéité =0,07).

Conclusion Cette étude fournit des données pour soutenir les récentes
recommandations de I'Organisation mondiale de la Santé préconisant
que les pays examinent leurs lois actuelles et prennent des mesures a
I'égard des obstacles liés aI'age quifreinent le recours a des services de
soins de santé sexuelle et procréative.

Pesiome

HauuoHanbHoe 3aKOHOAATeNbCTBO OTHOCUTENIbHO BO3PacTa HaCTyMIeHNA 6GpayHoro coBeplueHHoNeTUs
1 TeCTMpOBaHMe NoApPOCTKOB Ha BUY B cTpaHax Adpuku K tory ot Caxapbl: uccneoBaHue cpeau rpynn
YYaCTHUKOB, MOA06PaHHbIX MO NOKa3aTenio NpeApacnosioKEHHOCTH

Uenb OueHnTb B3aMMOCBA3b MeXAY 3aKOHOAATeNbCTBOM
OTHOCKTENbHO BO3pacTa HacTym/eHrA 6payHoro CoBepLUEHHONETNA
11 OXBAaTOM TECTMPOBAHWA Ha BUPYC MMMyHoReduLMTa Yenoseka (BIY)
cpeau NoAPOCTKOB B CTpaHaXx C BbICOKM bpemeHem BIAY-Hbekumn.
MeToabl ABTOpbl NPOaHaNM3MPOBaNM AaHHbIE, NOyYEHHbIE
OT NMOAPOCTKOB B BO3pacTte 15-18 net, KoTopble y4acTBOBaNM B
0b6cnefoBaHNAX AeMOrpaduUeckoro NoNOXeHUa 1 COCTOAHUSA
3[J0pOBbA HaceneHua unu B 06CnefoBaHUAX NokasaTtenei
pacnpocTpaHeHHocTn CMA[a 8 neproa ¢ 2011 no 2016 roa, 8
15 cTpaHax Abpuikm kiory oT Caxapbl. i Toro Utobbl ynyuiumTs 6anaHc
B pacnpeaeneHmn NonyYeHHbIX XapakTePUCTUK Ha MHAVBMAYaNbHOM
YPOBHE 1 B MacLTabe CTpaHbl, Obl10 MCNOSb30BaHO CONOCTaBNEHNE
NpenpacnonoXeHHOCTV Cpeau NoAPOCTKOB B CTPaHax ¢ bonee
CTPOMMM 1 MeHee CTPOrMM 3aKOHO[ATeNIbCTBOM OTHOCUTENIbHO
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BO3pacTa HacTynneHua 6payHoro coBeplieHHoneTus (Bo3pact
<15 neT nNo CpaBHEHMIO C BO3pacToM > 16 neT). ABTOpbI OLEeHW
MPOLEHT LI, CaMOCTOSTENbHO COOBLLIMBLUVIX O MPOXOXKAEHWN TeCTa
Ha BVY B TeueHne nocnefHumx 12 mecaues, U CPaBHWAM Pas3nnima B
TaKMX NMOKa3aTenax TeCTMPOBaHWA CPean MOAPOCTKOB M3 CTPaH C
6onee CTPOMMM 1 MeHee CTPOT M 3aKOHOAATENBECTBOM OTHOCUTENBHO
BO3pacTa HacTymIeHrAa BpaYHOro coBeplleHHoNeTUA. Takxke Oblnu
1ICCNefoBaHbl M3MEHeHNA NMokasaTenel B 3aBMCMMOCTM OT nona 1
BO3pacTa.

Pe3ynbratbl OduiManbHblil BO3pacT HacTynneHna 6payHoro
coBepLIeHHoNEeTUsA Huke 16 NeT Obin CBA3aH C yBeNMJeHeM OXBaTa
TecTpoBaHvem Ha BY Ha 11,0 npoueHTHoro nyHkTa (95%-n M
oT 7,2 Ao 14,8), UTO COOTBETCTBYET OTHOLLEHMIO PUCKOB 1,74 (95%-1
;o1 1,35 go 2,13). MokasaTens TecTnpoBaHna Ha BIAY 6bin 6onee
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TECHO CBA3aH C 6omee PaHHUM BO3PACTOM HACTYMIeHUs 6pauHoOro
COBEPLIEHHONETVA CPEAN KEHLLWH MO CPABHEHMIO C MyKUMHAMM.
Pa3nnuvia B mokasatensx TeCTMpOoBaHMsA COCTaBmAM 14,0 MPOUEHTHOro
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nyHKTa (95%-i AN: oT 8,6 o 19,4) ANA KeHWMH 1 6,9 NpoLEeHTHOro
nyHKTa (95%-1 AW: ot 1,6 go 12,2) ona MyxunH (P-3HaueHne ana
opnHopoaHoct=0,07).

Resumen

Leyes nacionales sobre la edad de consentimiento y pruebas del VIH en adolescentes en Africa subsahariana: un estudio de

propension emparejado

Objetivo Estimar la asociacion entre la edad legal de consentimiento y
la cobertura de las pruebas del virus de la inmunodeficiencia humana
(VIH) en los adolescentes de paises con una alta carga de VIH.
Métodos Se analizaron datos de adolescentes de 15 a 18 afos que
participaron en encuestas demograficas y de salud o encuestas
de indicadores de SIDA entre 2011y 2016, en 15 paises de Africa
subsahariana. Para mejorar el equilibrio en la distribucion de las
caracteristicas medidas a nivel individual y nacional, se utilizé Ia
comparacion de puntuacién de propension entre adolescentes de
paises con leyes de edad de consentimiento mds restrictivas y menos
restrictivas (<15 afos frente a >16 afos). Se calculd el porcentaje de
individuos que declararon haberse hecho la prueba del VIH en los
Ultimos 12 meses y se compararon las diferencias en las tasas de pruebas
entre los adolescentes expuestos a leyes de edad de consentimiento
mas bajas 0 mas altas. También se investigaron las modificaciones de
los efectos por sexo y edad.

Resultados La edad legal de consentimiento por debajo de los 16
afos se asocid con una cobertura de 11,0 puntos porcentuales mas
alta de pruebas de VIH (intervalo de confianza del 95 %, IC: 7,21 a 4,8),
lo que corresponde a una relacién de tasas del 1,74 (IC del 95 %: 1,35
a 2,13). La tasa de pruebas de VIH tenia una asociacion més fuerte con
la edad de consentimiento mas baja entre las mujeres que entre los
hombres. Las diferencias en las tasas de pruebas fueron de 14,0 puntos
porcentuales (IC del 95 %): 8,6 a 19,4) para las mujeres y de 6,9 puntos
porcentuales (IC del 95 %: 1,6 a 12,2) para los hombres (Valor P para la
homogeneidad =0,07).

Conclusion Este estudio proporciona pruebas que respaldan las
recientes recomendaciones de la Organizacion Mundial de la Salud de
que los paises deben revisar las leyes vigentes y abordar los obstaculos
relacionados con la edad que impiden el acceso a los servicios de salud
sexual y reproductiva.
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